Introduction
Despite a decline in its incidence rates, increased life expectancy worldwide means that by 2050 over 100 million people will be living with dementia. In the USA alone, a person develops Alzheimer's disease (AD) every 67 s currently, and this is expected to drop to 33 s by 2050. 1 Physicians, particularly those involved in the care of the older person, should therefore understand the complexities of disclosing a diagnosis of dementia. While many of the general principles of breaking bad news 2 are valid, there are differences in terms of insight and certain cognitive deficits which impact on how clinicians should approach dementia diagnosis disclosure. It is surprising therefore that while numerous published works have discussed formulation of a diagnosis of dementia there is little work to date on how this diagnosis should be disclosed.
Disclosing the diagnosis
The consultation should begin with seeing the patient alone first, before involving any accompanied family members or colleagues as directed by the patient, regardless of the degree of cognitive impairment. This allows time to develop a direct clinical relationship, explore insight and also affords the opportunity to undertake direct cognitive testing and physical examination in a private setting. Cognitive testing should always be performed one on one with no family members present, so as to avoid distraction but also embarrassment for the patient having difficulties answering specific components of the test. The diagnosis should be disclosed in the vast majority of cases. The temptation to massage the diagnosis by using euphemisms such as 'memory problem' should be resisted. In much the same way as describing cancer as a 'growth' or a 'lesion', this leads to misunderstanding and the clarity of the subsequent message is lost. Among people with AD, less than half reported being told of their diagnosis by a healthcare professional. 2 Studies have demonstrated that almost all patients with dementia wish to be fully informed of their diagnosis, 3, 4 and that disclosure does not prompt a catastrophic emotional response and can actually alleviate concerns if delivered in an appropriately sensitive manner. 5 Equally, clinical judgement should be used and some patients may prefer not to be informed, and these wishes should also be respected. In certain circumstances, such as occurs frequently when patients are affected by anosognosia, where there may be an unawareness of cognitive deficits, discussing a diagnosis of dementia may prompt an angry and perplexed reaction and disclosure must be handled with extreme care or even deferred.
Management
As with most chronic illnesses, disclosure of diagnosis should be followed by outlining a management plan. Discussions of this nature should avoid overemphasis on pharmacological therapies, as dementia, like many medical conditions in later life, responds better to a multimodal care plan rather than a narrow pharmacology-based strategy. Furthermore, benefits from pharmacological therapy alone are likely to be modest, and it is important to be realistic about the benefits of available symptomatic treatment for dementia. 6 It is vital that strategies proven to reduce the risk of further cognitive decline are emphasized. This includes maintaining a healthy diet, regular exercise and management of vascular risk factors.
7 Adequate sleep appears to play an important role in maintaining brain health in later life 8 and it is often surprising how few patients are aware of the negative effects excess alcohol can have on cognitive status. 9 Several other prescribed medications may also have adverse effects on cognition, including benzodiazepines and anticholinergics and these should be avoided if possible. Patients should also be counselled regarding the risk of undergoing general anaesthesia in the future, and while this may be essential depending on the clinical situation, the risk of further cognitive decline post-operatively is significant, and may not always be communicated effectively prior to an operation.
Prognosis
Accurately predicting future cognitive and functional trajectory in dementia can be challenging and is influenced by individual factors such as age, educational attainment and interval episodes of acute illness and/or delirium. 10 Generally, cognitive decline in AD tends to be steady and gradual but this is not always the case. The classical step-wise progression described for Vascular Dementia is often not apparent, but 'dips' in cognition can be event driven in the setting of further vascular events. Additionally, there is often disconnect between public perception of the natural history of dementia and the true prognosis. Almost two-thirds of people with dementia in Ireland currently live in the community rather than in nursing home care, 11 and one-fifth of people diagnosed with AD require admission to nursing homes within 3 years.
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When diagnosed at 75 years, the mean survival time in a cohort study based in the Sweden was 4.1 years, with the estimated potential years of life lost in dementia measured at 3.4 years, compared to 3.6 and 4.4 years after diagnosis of cardiovascular disease and cancer, respectively.
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It must also be stressed that while dementia by definition causes a degree of functional impairment, most people with dementia live fulfilling lives with good subjective quality of life when compared to their peers. 14 
Practical issues
Dementia is a complex illness and time must be taken to outline these complexities in a manner accessible to both the patient and family. Consultations of this nature are not suited to short time slots in a busy clinic, and it is important that there is sufficient time to address all concerns.
It is imperative to enquire about any difficulties with driving in recent months. Being diagnosed with dementia does not mean a person must stop driving and in fact, most patients with dementia can continue to drive safely for several years after the initial diagnosis, although this should be monitored at regular intervals. 15 The importance of maintaining social connectedness and pastimes should also be stressed. Studies have demonstrated the protective effect continued social engagement can have on cognition in later life. 16 A diagnosis of dementia should not preclude travel and holidays, and this should be encouraged where practical.
Conclusion
Being diagnosed with dementia is one of the primary fears of many older people. Disclosing the diagnosis of dementia can be a challenging consultation, requiring sensitivity and skill. 17 It is therefore crucial to acknowledge and address the significant implications being diagnosed with dementia can have for an individual's future mental and physical health while at the same time reinforcing the evidence that most people with dementia do not require admission to nursing home care and continue to report good quality of life.
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